Background: Submucosal fibroids account for approximately 15 -20 percent of total fibroids. Rarely, they prolapse. Common size is 2 -6 cm, because larger fibroids are unlikely to fit through the cervix. Larger fibroids are associated with significant bleeding and pose a surgical challenge. Case Presentation: We present a 38-year-old woman nulliparous with an intravaginal pedunculated fibroid, 12 cm in diameter. She presented with metrorrhagia and an intense malodorous vaginal discharge, irresponsive to oral therapy. The patient had a history of resectoscopic fibroid enucleation, 7 months earlier, followed by insertion of an (intra-uterine device) IUD. There was no uterine prolapse. Management involved bilateral uterine artery embolization, followed by hysteroscopic excision with rigid resectoscope. The fibroid was "delivered" transvaginally intact. The uterus was preserved. The IUD was partly buried within the mass. Blood loss was negligible. Patient recovery was quick and uneventful. At 6-months follow up, pelvic anatomy has been restored. Conclusion: Large pedunculated fibroids are very rare. Embolization of uterine arteries has proven a valuable tool in challenging gynecologic operations. In our case, not only it prevented massive bleeding during excision, but also allowed a fertility-sparing minimally invasive management.
Introduction
In literature, there are only a small number of reports for pedunculated submucosal fibroids [1] 20 percent of total fibroids. The proportion of submucosal leiomyomas that prolapse through the cervix is uncertain. However an estimate of about 2% of submucosal leiomyomas is reported. In general, the size ranges approximately 1 to 6 cm in diameter. Larger fibroids are unlikely to prolapse through the cervix.
The most common clinical presentation is severe vaginal bleeding [4] .
Prolapsed leiomyomas are typically removed via vaginal myomectomy, although when significantly large, they pose a surgical challenge. Most cases in literature were treated with either scheduled abdominal total hysterectomy, or emergency abdominal hysterectomy due to uncontrollable bleeding after a vaginal approach. Interventional radiology, has been available in our department for years, however it is infrequently used by gynecologists. The preoperative uterine artery embolization (UAE) is a safe procedure that becomes more and more popular in complicated gynecologic surgery.
Case Presentation
We present a 38-year-old nulliparous woman who was referred to our department for robotic fibroid enucleation. In the past, this woman had been operated three times for fibroid enucleations. She had undergone an abdominal laparotomy (9 years earlier), a laparoscopy (4 years earlier) in another institution. Finally, she had undergone a successful hysteroscopy only 7 months earlier, for a submucous fibroid which was removed resectoscopically, followed by insertion of a progesterone-releasing (intrauterine device) IUD, to facilitate endometrial healing. Recently she experienced again intense and irregular bleeding (metrorrhagia) for which she performed ultrasonography and subsequently a magnetic resonance imaging (MRI). The MRI showed several intramural fibroids, the largest of which sized 12-cm, filling the lesser pelvis (Figure 1(a) ). The follow-up MRI revealed ultimate changes (Figure 1(b) ).
Interestingly, the patient's chief complaint was a recent intense malodorous vaginal discharge, irresponsive to oral antifungal therapy, rather than other common symptoms of the large fibroids. To our surprise, a speculum examination On the 4th day of hospitalization, the patient gave written informed consent for bilateral uterine artery embolization, with subsequent transvaginal approach The following day, a diagnostic hysteroscopy was performed which visualized a fully dilated cervix, an exposed endometrium and the IUD along the cranial aspect of the mass. Subsequently, the thick peduncle of the fibroid was carefully transected with rigid resectoscope (KARL STORZ SE & Co, Germany). Hysteroscopy was totally bloodless, with a clear visual field during resection. Following transection of the broad stalk, the fibroid was readily delivered through the vagina. Upon removal of the mass, the entire uterine cavity was wide open, and evident through a fully dilated cervix, with direct speculum examination.
Following the dissection of the base, the fibroid was "delivered" from the vagina intact. The IUD was identified on the surface of the mass, partly embedded within the fibroid (Figure 2(d) ). The procedure was bloodless, and no transfusion took placeintra-or post-operatively. The post-operative period was uneventful and patient was discharged 48 hours later. In total, the patient was hospitalized for 7 days.
At 6-months follow up, the patient had fully recovered and was gratified. The
Hct had risen to 41 (without transfusion), menses became regular, although bleeding now lasted for only two days. Ultrasonography showed a normal functioning endometrium 7 mm in thickness. The follow-up MRI revealed ultimate changes (Figure 1(b) ). The pelvic anatomy was restored.
Discussion
The authors have received a scientific committee approval and patient consent for publishing this case report.
On admission, it was difficult to define the origin of the intravaginal mass.
The MRI examination could not distinguish whether the fibroid at the bottom of of choice for these cases [6] . There are only a couple of reports for huge prolapsed intravaginal leiomyomas, without uterine prolapse. In one of these, a giant prolapsed leiomyoma, sized 12 cm, in a 45-year-old woman, was treated with hysterectomy, due to excessive bleeding after vaginal myomectomy. The authors recommended clamping the fibroid's stalk, if possible, before attempting to remove it [7] . In another report, a similar case with an intravaginal fibroid of 11 × 9 × 7 cm, in a 39-year-old woman (G2, P2), a total abdominal hysterectomy was performed to avoid bleeding [8] . In our case, the uterus did not prolapse. Somehow, it was anchored within pelvis, due to the increased size of the corpus uteri, caused by the presence of several smaller intramural fibroids.
To our knowledge, there is no report for uterine-preserving approach. A minimal invasive surgery would be challenging if possible at all, because the fibroid was below the cervical plane, therefore an intra-abdominal approach would require a full thickness dissection of the uterus, to access and transect endometrium. A transvaginal approach, seemed more promising, however, significant bleeding was anticipated, if which is uncontrollable, it would prompt urgent hysterectomy. After careful consideration, it was decided to perform bilateral uterine artery embolization followed by surgical excision. In our institution, we have experienced department of invasive radiology, in collaboration with which, we have already performed a series of uterine artery embolizations for leiomyomas. Indeed, all previous cases involved intramural fibroids.
Uterine artery embolization (UAE) is a well-established uterine preserving and minimally invasive therapy for symptomatic fibroids. There is strong evidence for safety and efficacy, with low rates of complications [9] [10]. Although in the past, UAE was avoided in large leiomyomas, recent studies have demonstrated its safety for masses over 10 cm [9] . In general, UAE is avoided for pedunculated fibroids, since it is associated with higher rates of stalk necrosis and inflammation requiring surgical intervention [9] . With respect to fertility, fol- reproductive outcomes compared with UAE [11] . In another study, women without infertility factors showed an encouraging delivery rate after UAE. Furthermore, UAE may not impair fertility when compared with abdominal myomectomy, however, data is insufficient to recommend UAE in nulliparous [12] .
In our case, the aim of UAE was the control of bleeding during surgery. The patient refused a desire for fertility and gave written consent for possible future complications on fertility.
Conclusion
Uterine artery embolization (UAE) is a safe, well-established uterine preserving therapy for symptomatic, even large leiomyomas. Furthermore, pre-operative UAE, may be valuable in challenging gynecologic procedures, especially when heavy bleeding is anticipated.
